This article presents the comments of Elaine M. Heiby and Patrick H. DeLeon during a debate on prescription privileges for psychologists held at the August 2002 convention of the American Psychological Association (APA). The debate began with DeLeon presenting arguments in favor of the APA policy on this issue, followed by Heiby presenting arguments against the policy. The presenters discussed the justification for the APA model of training for prescription privileges and the impact of training for prescription privileges on university-based departments of psychology. Timothy Anderson provided a summary and discussion of the debate.
today, our health care system is still in the horse-and-buggy days of appreciating its potential contributions (Jerome et al., 2000) .
On a more personal note, I was diagnosed with bladder cancer a number of years ago. The surgeon asked if I wanted chemotherapy for "emotional reasons." There was no doubt in his mind that chemotherapy was not necessary for clinical reasons. Once it became clear that this invasive treatment would merely be "to make me feel better," I respectfully declined. The surgeon was excellent. The surgery was conducted at a large, urban teaching hospital. I appreciate that he actively involved me in the treatment process as the patient. However, chemotherapy would not have been quality care. My subsequent review of the available information on the Web regarding the expected longevity of patients with this diagnosis was unsettling, until a colleague explained that most receive this diagnosis considerably later in life. There is no question in my mind that quality care requires that behavioral scientists be active participants in all clinical treatment decisions, including those involving medications. Our nation's health care system today simply does not provide the type and quality of health care that our citizens deserve. We can do much better.
With us today is a former president of the Hawaii Psychological Association, Tom Merril. He has a baccalaureate degree, plus over 7 years of additional training. Psychologists are the nation's educated elite. Only 25.6% of the adults in this country possess even a baccalaureate degree. We need senior colleagues, like Tom Merrill, to be personally involved in deciding what truly is quality care and in making sure that psychology and the behavioral sciences are an active component of the clinical and policymaking process. One should not take a specific medication merely because it is advertised on television or in magazines; it should be taken only if it is clinically appropriate. Back in the late 1980s and early 1990s, a special demonstration program was established in the DoD to train psychologists to prescribe psychotropic medications. Ultimately, 10 psychologists graduated and prescribed within military facilities. There have been numerous objective studies of their clinical skills. Each of them provides outstanding care, including improving the quality of medication utilization. They modify previously ordered dosage levels, substitute more-appropriate medications, and ensure that the all-important psychosocial aspects of therapy are incorporated into the treatment regime. They often take patients off inappropriate medications. In essence, they effectively utilize their psychological expertise (Newman, Phelps, Sammons, Dunivin, & Cullen, 2000) .
My daughter Kate had to use an emergency room in a large hospital in New England when she was only a few months old. It was a snowy, icy evening. They did not have the right size needles to fit her arms; they did have the necessary equipment to take her blood pressure. They told us she would be dead by morning. The next day, they said she would be brain damaged for life. There seemed to be no awareness that her parents might have strong feelings or might need assistance in discussing her critical situation with her older brother. Today, she is a freshman in college and doing quite well. Kids are not little adults. They have unique needs and respond differently to trauma and to various medications. A federal pediatric emergency service program has been established, funded at approximately $20 million annually, to improve the quality of emergency care in hospitals across the nation. We will ensure that behavioral science expertise is an integral component of pediatric emergency care. We need experts, such as DoD psychopharmacology graduate Anita Brown, in the forefront of providing necessary care.
I believe prescriptive authority is important for psychology because this is the future. The future is holistic health care. The future is educated consumers. The future is ensuring that one's professional training, regardless of discipline, becomes readily available to those in need. It is no longer acceptable to wait a month or 6 weeks to see a specialist. Our nation's health care system must become more responsive to consumer needs.
During my tenure as APA president, APA made a special point of meeting with the leadership of professional pharmacy. Almost every time our Board of Directors met in Washington, DC, we scheduled an informal event with them. During our last Board meeting, we had a special dinner in their building across from the Vietnam memorial. In fact, the president of the American Pharmaceutical Association was the only national association president I met with that year. He represented 200,000 frontline pharmacists, of whom 25,000 to 30,000 would characterize their practices as being clinical in nature. He believed that psychology already had prescription privileges. His membership is steadily evolving into primary care with the goal of providing services such as biofeedback care, screening for skin cancers, review of medication orders, and counseling for anxiety, family problems, and so forth in a consumer-friendly environment. Pharmacy has "prescription privileges" in 38 states, under varying conditions. Similarly, there are 75,000 advanced practice nurses (nurse practitioners, clinical specialists, nurse midwives) in all 50 states. That profession and others are providing quality primary care. Psychology must accept this professional challenge and become actively engaged in the primary care arena. We must provide high-quality care in community health centers, the true safety net for our nation's uninsured and underinsured. It is our societal responsibility (DeLeon, 2002) .
Where Elaine and I absolutely agree, and where we have always agreed, is that psychopharmacology training should be at the postdoctoral level, and not at the undergraduate or even graduate level. It is important for psychologists to be well schooled in the foundation of psychology and the behavioral sciences. We should learn how to accurately diagnose and treat. Our internship experiences are invaluable. The prescribing psychologist must foremost be a psychologist. He or she can then obtain the pharmacology expertise as an additional clinical skill. Once one has obtained his or her primary professional identify (including how one interacts with patients) one sees the world somewhat differently than individuals with other professional identities do. I went to law school after obtaining my doctorate in clinical psychology. I soon realized that I heard the law professors differently than my fellow law students had. Although I grew up in a family of lawyers, my psychology training had shaped my view of the world far more than I had realized, especially, for example, when we discussed family-violence issues. A marine who goes to law school is qualitatively different than a lawyer who enters the Marine Corps. Obtaining prescriptive authority is the future, and with this additional clinical skill, our clinicians will serve society very well. Other nonphysician providers are increasingly obtaining this clinical responsibility. If psychology ever decided not to invest in the future, future generations of the best and brightest undergraduates would no longer seek out psychology (DeLeon, 2003) . Aloha.
Opening Statement: Heiby
I would like to thank APA for holding this debate. First, I believe the proposed statement (the science and practice of clinical psychology will [not] benefit from having the authority to prescribe medicine) represents a number of misunderstandings of the issues raised by the opponents to APA policy on prescription privileges. Therefore, I would like to start by pointing out the positions of the opposition to APA policy for RxP.
The first misunderstanding in need of clarification is the belief that the opponents of APA policy object to psychologists obtaining the authority to prescribe. Indeed, prescribing authority is supported under certain conditions. The opponents officially do not, and never have, objected to psychologists obtaining such authority. Rather, opponents support obtaining such authority through already established routes, such as joint or executive track nursing programs. Using established avenues to obtain such authority would not require new laws, would not divide the profession, would not alienate our medical colleagues, and would not cost millions of dollars in lobbying.
What opponents object to is APA policy on Level 3 (independent practice) training in terms of the locus of training (which is at both the doctoral and postdoctoral levels) and the quality of training (which is far less than that of any prescribing profession). Pat just mentioned that he agrees that training should be postdoctoral, but the APA policy places such training at both levels. I'll expand on concerns about the locus and quality of training later in the debate.
A second important misunderstanding in this debate concerns the size and nature of opposition to APA policy on RxP. Opponents include five significant organizations of applied and academic psychologists who are concerned about the preservation and growth of the scientist-practitioner model of clinical practice and university-based departments of psychology. Surveys of rank-andfile psychologists also indicate opposition to RxP.
The following five organizations expressed objection to RxP before it became APA policy in August 1995: (a) the American Association of Applied and Preventive Psychology, (b) the Society for a Science of Clinical Psychology, (c) the Council of University Directors of Clinical Programs, (d) the Council of Graduate Departments of Psychology, and (e) the Committee Against Medicalizing Psychology. While the membership numbers of these five organizations are smaller than the total membership of APA, the roles these organizations play and the people they represent are central to the preservation of clinical science and the raison d'être for professional practice. The American Association of Applied and Preventive Psychology, the Society for a Science of Clinical Psychology, the Council of University Directors of Clinical Programs, and the Committee Against Medicalizing Psychology have officially opposed APA policy and have officially supported and encouraged psychologists who wish to prescribe to do so through already established avenues. The Council of Graduate Departments of Psychology's position before APA RxP policy was adopted was that RxP should not be implemented until all university-based departments of psychology support it and find it feasible.
The objections of these five organizations obviously were not heeded. According to DeNelsky (2001) , the procedure that led to APA's RxP policy suspended council rules "before the vote so that full debate and review of this important policy issue with APA governance did not occur" (p. 5). When APA and some state psychology associations proceeded to introduce RxP-enabling legislation even though they were fully aware that there were organizations of psychologists who objected to these bills, the debate moved from within the profession to state legislatures where psychology is presented as divided in a public forum.
Many surveys conducted after 1996 (when APA adopted its RxP policy and published its training and legislation models) reported that less than one third of those surveyed strongly supported the policy and, of those who did support it, less than 10% would pursue the training (e.g., Bush, 2002 , Plante, Boccaccini, & Andersen, 1998 . A meta-analysis of surveys concluded that psychologists are about equally split on the RxP issue (Walters, 2001) .
A third common misunderstanding of the opposition to APA's RxP policy concerns the importance of medical training. Opponents to APA's RxP policy recognize the advantages to psychologists of obtaining medical training outside the discipline of psychology. Opponents have asserted that psychologists are generally very smart people and that many psychologists also obtain a degree in law, nursing, business management, and so on. The positive contributions of these cross-trained psychologists are obvious. The benefits of psychologists obtaining training in medicine through already established avenues are enormous. There could be greater cross-fertilization between the medical and psychological sciences and their applications, which now tends to occur through collaboration and consultation. Psychotropic medications have become a major form of treatment, and psychologists should know about them. Psychologists also would be able to provide empirically supported psychosocial treatments instead of or in addition to medical ones.
Along the same lines, opponents also acknowledge advantages to enhancing the training in psychopharmacology within the discipline. APA's underscoring of the importance of having a background in psychopharmacology has forced departments of psychology to review undergraduate-and graduate-level curricula in terms of the adequacy of what's called Level 1 training (basic psychopharmacology). APA's 1995 Board of Educational Affairs working group and others have argued that Level 1 training would require adding one additional three-or four-semester credit course in psychopharmacology, which many psychology departments already offer. Level 1 training is not opposed by organized psychology, and there are good reasons for APA to include Level 1 training in its accreditation criteria. In addition, APA's underscoring of the importance of making Level 2 training (collaborative practice) available, given that most psychoactive medications are prescribed by nonpsychiatric physicians, would address concerns about consumers having the option for psychological interventions about which a primary care physician may be unaware. Level 2 training builds on Level 1 training. It is recommended to occur at the practicum level, the internship level, and the continuing education level. Level 2 training has not been opposed by organized psychology. There are some practicum and internship sites that are prepared to provide Level 2 training. It would be difficult to make Level 2 training a standard for doctoral and postdoctoral training because the resources are not available at all training sites.
Opponents of APA's RxP policy argue, because of the concerns delineated so far, that it is time for a moratorium on pursuing enabling legislation. Opponents also argue that it is time to explore the implications for the discipline of psychology of adopting RxP Level 3 training, particularly as APA's policy currently recommends this training at both the doctoral and the postdoctoral level.
A moratorium would provide time to evaluate the effect of the law in New Mexico. In December 2003, we'll see what has happened in developing the rules and regulations of the New Mexico law. The rules and regulations must be agreed on by both the psychology and medical boards. A moratorium would permit us to learn what the medical board determines is adequate training. An article in a recent issue of The National Psychologist noted that the boards might increase the amount of training anywhere from 500 to 1,500 additional hours (Saeman, 2002) . A moratorium would allow an evaluation of the training in terms of consumer safety, the number of psychologists who are interested in pursuing the training, the number of prescribing psychologists who serve the underserved, the changes in malpractice insurance, and the number and type of prescription-related lawsuits filed against psychologists and supervisors. A moratorium would also permit an inspection of the impact of the law on the University of New Mexico, which is the only university in the state that has a doctoral-level clinical psychology program.
Debate Question 1

How is the APA model of training for prescription privileges justified in light of the DoD demonstration project and training for other professions with prescription privileges? DeLeon's Reply to Question 1
The bottom line is that the DoD program is excessively comprehensive. It is as if we wanted to train colleagues to build computers, rather than to utilize them effectively in their clinical practices. In conceptualizing the DoD program, we talked with a wide range of professional educators, health professions' deans, relevant national associations, and health care administrators. We carefully reviewed the literature, including the ill-fated California effort to train a new breed of practitioner, the doctor of mental health. One lesson learned is that it is extraordinarily difficult to license a new profession. DoD has a long history of establishing innovative, functionally based health-professions initiatives not limited by state licensure constraints. It has the resources to develop a truly comprehensive program.
A significant number of federal psychologists were already prescribing without any additional formal training; they worked within the DoD, the Department of Veterans Affairs, and the Indian Health Service. The medical staff bylaws at the Santa Fe, New Mexico, Indian Health Service facility expressly recognized prescribing by psychologists. Federal chief psychologists expressed their support, feeling it positively addressed a pressing clinical need. Discussions with state psychologists provided a similar picture; private sector colleagues reported that they are functionally prescribing, controlling their patients' medications in collaboration with supportive physicians. We reiterate that this was without additional formal education. Frontline clinicians were leading the way (Burns, DeLeon, Chemtob, Welch, & Samuels, 1988) .
In May 1994, the California Psychological Association, collaborating with what was then the California School of Professional Psychology, convened a special Blue Ribbon Panel of nationally renowned health professionals chaired by former APA president Ron Fox. The goal was to identify a model curriculum. Since the 1984 challenge of Senator Inouye to the Hawaii Psychological Association, Ron actively explored various RxP-training models, both in his role as dean of a school of professional psychology and as chair of the Committee for the Advancement of Professional Practice. A frequent scenario he encountered was that physicians would indicate that a particular didactic subject matter was not necessary, while psychologists would insist that it be included.
Ron's modified model curriculum became APA policy at the Toronto meeting of Council in 1996, after evolving through all elements of APA governance. In 1997, Council authorized the College of Professional Psychology to develop an examination in psychopharmacology for use by state licensing boards. DoD prescribing psychologists were involved in creating the exam, which covers 10 knowledge-based content areas, including biopsychosocial and pharmacologic assessment and monitoring. All prescribing mental health providers (including those from medicine) should be strongly encouraged to take this exam. I am confident that in a practical and not theoretical way, the exam accurately measures one's ability to prescribe in a competent manner (to provide quality health care).
It is important to place the evolution of psychology's prescribing in the context of the health professional training literature. In 1982, the California Office of Statewide Health Planning and Development summarized 10 prescribing and dispensing projects in which over one million patients were seen over a 3-year period by trainees (State of California, 1982) : No quality-of-care problems were reported. Only 56% of trainees in these projects possessed a bachelor degree or higher; the principal teaching methods used were lectures and seminars, varying in length from 16 hours to 95 hours (State of California, 1982) . Doctoral-level psychologists can learn just as well. The critical underlying issue is what additional educational knowledge is actually, and not theoretically, required?
Heiby's Reply to Question 1 APA's model of training involves less than half the amount of medical training of any prescribing profession, including the 10 prescribing psychologists who were trained by the DoD. Such minimal training is difficult to justify, particularly given that the APA model is completely experimental, unlike the evaluated DoD project. Figure 1 compares the APA model of training with the typical medical training of five professions that have prescription privileges in most or all states already, with the DoD training, with the RxP training recommendations of two panels organized by APA (Olmedo & Faltz, 1995; Smyer et al., 1993) , and with training requirements in New Mexico. Figure 1 shows that present training for professionals who already have some type of prescription privileges-psychiatrists, dentists, physician's assistants, nurse practitioners, and optometrists-includes extensive undergraduate background in the natural and life sciences (the bottom, dotted part of the bars). The DoD project did not include undergraduate prerequisites. The 1993 APA ad hoc RxP training panel included explicit and extensive undergraduate requirements. In the APA model of training, it is noted that demonstrated knowledge in biology, anatomy, biochemistry, neuroanatomy, and psychopharmacology are prerequisites to undertaking the RxP training. However, the APA model does not indicate explicit admissions requirements in premedical sciences for RxP training programs. Program descriptions on the Internet that advertise the APA model of training do not indicate prerequisites in the natural and life sciences.
Figure 1 also indicates the degree to which doctoral-level medical training (didactic and practicum) required in the APA training model differs from that of prescribing professionals, including the 10 evaluated DoD graduates, and the recommendations of two APA training panels. The 1993 and 1995 panels suggested training similar to the training provided in the second wave of the DoD project. (The 1993 panel indicated a need for extensive practicum but did not specify an amount.) The doctoral-or postdoctoral-level training adopted by APA is less than half the training of the DoD project and less than half the training of other prescribing professions. It is not possible to justify the APA training model without evaluation of data similar to those acquired during the DoD project. On what evidence did APA adopt so little training to practice medicine? One of the concerns of the opponents is that the APA model of training leaves psychology with the dubious reputation of having the lowest professional standards in terms of medical training in the country.
Another point about Figure 1 is that at state legislatures, when supporters of RxP-enabling legislation argue that the APA model is adequate training, they point to the outcome of the evaluation of the DoD model. Generalizing from the training in the DoD model to the APA model is unwarranted because of their different amounts of training. It is also unwarranted when one considers that the DoD trainees dealt with a population that had already been screened, were highly supervised, worked in a collaborative setting, and were educated in a brick-and-mortar institution. Many of the RxP-training programs claiming to offer the APA model currently provide correspondence training. It is clear that the APA model and current training programs are not comparable with the DoD project.
DeLeon's Rebuttal to Heiby's Reply to Question 1
Morgan Sammons, a graduate of the DoD Psychopharmacology Demonstration Project, has reported on numerous occasions that psychologists have more relevant didactic and clinical training than any other mental health specialty (e.g., Sammons, Paige, & Levant, 2003) . Our colleagues, on average, possess seven or more years of education beyond the baccalaureate degree, with almost all courses being highly relevant to personality assessment and clinical diagnostic decision making. The appropriate utilization of psychotropic medications represents just one small part of the treatment process. The key to quality care is accurate clinical assessment. It is simply wrong to suggest that psychology's clinicians are undertrained. The truth is just the opposite. Those interested should talk directly to educators from the other professions. Talk to former surgeon generals and university presidents. As a profession, we can be obsessive to the point of absurdity. Ron Fox observed that in 1894, the Massachusetts medical society sought legislation, which if enacted, would have prevented citizens at that time from taking a "full bath" without a doctor's prescription. Medicine's public-health-hazard allegations against nurse midwifery training simply have no basis in fact. We should trust the consumer's good judgment. out going to medical school does not justify the APA training model.
Heiby's Rebuttal to DeLeon's Reply to
Having the lowest level of training in the country would put practitioners at risk for lawsuits for at least two major reasons: (a) their amount of training and (b) the nature of most current training programs, most of which are correspondence schools with no entry requirements like the Medical College Admission Test or the prerequisite requirements in the natural and life sciences. The precedent set by the APA model in crossing professional boundaries with so little training would be to promote social workers and other master's-level counselors to obtain prescription privileges. This precedent has been stated by Pat himself and by the 1996 Board of Educational Affairs working group. Any financial benefits that psychologists would accrue through prescription privileges would be short-lived as other professions flood the market.
Debate Question 2
What is the impact of RxP training on university-based departments of psychology-in terms of curriculum, staffing, and financial costs to the universities and students?
DeLeon's Reply to Question 2
The most honest answer is "Who cares?" If the faculty at the University of Hawaii, for example, are not interested in providing psychopharmacology training, so be it. The local professional school will. Professional schools are fundamentally different from traditional university-based departments of psychology. They represent an entirely different way of thinking, a different set of priorities and values. They may select different types of students. Those schools (or departments) that ultimately decide to embrace the psychopharmacology agenda will attract students who are excited about their professional futures. They will recruit faculty who have a programmatic vision for the 21st century and who will target the pressing needs of rural America, ethnic minorities, and the unique challenges of serving children and the elderly (DeLeon, Wakefield, & Hagglund, 2003) . These agendas reflect the federal government's priorities, and I am confident that necessary resources will be provided.
In my judgment, today's professional school movement is focusing on the future. Over time, educational priorities change. When my wife was at the University of Hawaii, Roland Tharp ensured that behavior therapy was a priority. Departments of psychology across the nation are not identical. They can be fundamentally different. Above all else, graduate education teaches one how to think. The consequences of attending the University of Hawaii or the University of Illinois are probably quite different. Faculty decide what they want to teach, which areas they wish to research. At Nova Southeastern, Gene Shapiro administers the postdoctoral clinical psychopharmacology program where the university's own faculty members have taken the lead. As their program matures, credible research programs will evolve, undoubtedly stressing interdisciplinary collaboration. Fantastic.
If some programs wish to keep their heads in the sand and ignore society's priorities, so be it. However, if taxpayers' dollars are paying faculty salaries, it may matter to others. Personally, I'm not going to waste my time. Those programs that pursue evolving opportunities will do very well. Those that provide educational services that society values will excel. Pharmacy programs are expanding exponentially. Today, it's probably harder to get into pharmacy than any other health profession. If psychology faculty want to develop a nonfocused program, fine; however, there are consequences.
In 1968, the University of Illinois established the first PsyD program in the nation (DeLeon, Paige, Smedley, & Sammons, 2004) . Several years later, the faculty decided to eliminate it. That was their decision. No one can criticize the University of Illinois. It is a great program. However, when one thinks of psychology's role in today's health care arena, PsyDs are critical. Professional schools currently graduate approximately 58% of all clinical students. My position is that we should encourage educational institutions to expand on their own unique expertise and interests. Students will seek out different programs, depending on their individual interests. If I were a university president and the psychology faculty were not interested in pursuing the psychopharmacology agenda, I would not object. However, when I had faculty positions to allocate, I would definitely favor departments with greater vision.
Heiby's Reply to Question 2
There is no question about it. The organizations that oppose the RxP training model of the APA are concerned about the quality and preservation of psychological science at universities. The importance of preservation and growth of university-based departments of psychology may be one of the core issues of disagreement here.
The APA model of training for RxP is designed to be implemented at the doctoral or postdoctoral level (APA, 1998) . The training would overhaul and revolutionize departments of psychology at the undergraduate, doctoral (includes internship), and postdoctoral levels (DeLeon, 2002) . Universities would, of course, follow the trends of the profession and the discipline at large. It is unknown whether the modest amount of training in the APA model could become standard, but it is still possible to estimate the impact of including medical training in the undergraduate and graduate curricula. Such estimates are based on the consideration that most departments of psychology do not have faculty who could provide medical training.
The undergraduate psychology major would have to adopt up to 2 years of requirements in the natural and life sciences to maintain the standards of other prescribing professions, possibly alienating students interested in psychological science and extending the time to complete the bachelor's degree. The doctoral course work would either expand by 2 to 4 years or eliminate much training in psychology, thereby either increasing the cost of training or reducing students' expertise in psychological science and practice. The doctoral practicums and internship would either expand or involve far less applied psychology in order to include medical training, again either increasing the cost or reducing the amount of training in applied psychology.
The cost to universities to implement the APA training model has been estimated for a southern state university (Wagner, 2002) , so this is a low estimate. The estimates also assume hiring adjunct psychology faculty rather than more expensive medical or tenuretrack faculty. Wagner (2002) estimated it would cost over half a million dollars for a southern state university to offer the APA training model, assuming a class size of five students. For the student, Wagner estimated $118,000 -this estimate is based on $9,000 tuition, being able to live on $10,000 a year, and an income loss of $40,000 a year. So these are clearly very conservative figures. The cost of training if the DoD model were adopted at universities would be twice as much-just over a million dollars for the university and $236,000 per student.
Most universities are nonprofit institutions and could not bear the cost of either the experimental APA training model or the evaluated DoD training model. Universities would face eliminating clinical programs as too expensive, eliminating psychological science training in clinical programs, and/or eliminating faculty and doctoral programs in basic psychology. Radically reducing psychology training at universities would decimate the scientific basis of clinical psychology. And it is the scientific basis that distinguishes it from other behavioral health professions and provides a raison d'être for professional schools and the PsyD degree.
DeLeon's Rebuttal to Heiby's Reply to Question 2
What does one say when the opposition has not read the literature? With all due respect, highly qualified colleagues were actively involved throughout the APA governance deliberations. Mitch Smyer's 1992 report to Council concluded, Practitioners with combined training in psychopharmacology and psychosocial treatments can reasonably be viewed as a new form of health care professional, expected to bring to health care delivery the best of both psychological and pharmacological knowledge. . . . This . . . [has] the potential to improve dramatically patient care and make important new advances in treatment. (Smyer et al., 1993, p. 9) APA's best scientists, educators, and practitioners were actively involved at every point. I would suggest members of the opposition do not respect the judgment of their own colleagues.
Heiby's Rebuttal to DeLeon's Reply to Question 2
Those opposing APA's RxP policy have repeatedly stated that they are clueless about how to integrate training for prescription privileges into programs and still maintain the integrity of psychological science. The proponents of APA's policy have not provided university-based programs with guidelines for how to accommodate this training and how to maintain the integrity of psychological science and still have a high quality of medical training. Without that direction, there are going to be continuous objections from the opponents. If APA were to work with universities to help them understand how to implement RxP training given their structures, which are far different from those of professional schools, then there would be more dialogue around this issue and less debate.
Closing Statements
DeLeon
I would like to express my sincerest appreciation to everyone attending. The first point I wish to make is that it is our collective duty, as educated citizens, to do all that we can to improve the quality of life of our nation's citizenry. This is our societal responsibility. Many who served in the military (including my father) report that if it were not for the GI bill, they would never have obtained an education. They have never forgotten what they owe society. As psychologists, we represent the nation's educated elite. Those on the APA Board of Directors appreciate this obligation. However, far too many colleagues do not. As professionals, at times we are overly self-centered. In my judgment, prescriptive authority represents the future of psychology, including academia. Over the years, outstanding members of APA-scientists, educators, and practitioners-have worked hard to develop a viable training model. Psychology, like the rest of society, is in constant flux. Many elected officials and leaders within the health care system expect our practitioners to prescribe. If, as an individual, one does not wish to pursue this clinical modality, so be it. No one will object. However, that does not provide license to impede others. If one relies on taxpayer support, one should be especially mindful of society's pressing needs. My final point is that life can be surprisingly brief. We should enjoy the journey. We should listen to the objections, but insist on making society just a little bit better. I am confident that by obtaining RxP authority our profession will ultimately make the health care system significantly better. This is our societal obligation. Psychologists' active involvement as prescribing professionals will make a real difference in the lives of our nation's citizens. We will provide comprehensive and quality psychological care. Aloha.
Heiby
APA can play a role, a very vigorous and constructive role, in enhancing psychologists' practice in this era of managed care, the popularity of drug treatment, and the oversupply of applied psychologists. APA can survey the membership in terms of its priorities regarding RxP and other missions of the APA. We've seen already that surveys are mixed, and there is not a consensus regarding the RxP agenda. APA can work with those who train psychologists at universities and address the feasibility of implementing radical changes in the discipline. APA can take the lead in arranging joint and executive track nurse practitioner and medical training at an affordable price for those psychologists who do wish to obtain prescriptive authority. Doing so would not divide the profession, would not require legislation, would not alienate our medical colleagues, would not open up our licensing laws for inspection and control by the medical community, would not set a precedent for social workers and other master's-level providers to obtain prescription privileges, and would not require APA to spend what will be millions of dollars to lobby in all 50 states and Washington, DC.
APA can develop and promote continuing education modules to advance interprofessional collaboration (Level 2) in order to address concerns about the provision of psychoactive medication by nonpsychiatric physicians. APA can offer a training model based on an enhanced DoD curriculum that would meet most objections based on concerns for public safety. APA's curriculum would need to be enhanced because of differences in the populations treated by the DoD graduates and civilian psychologists. Above all, APA can make psychologists more competitive with other professions by stepping up dissemination of the evidence-based forms of psychotherapy and assessment that have burgeoned in the past decade. The research supporting psychological services that are reimburs-profession perceive an unmet need? It is similarly less clear where Heiby might consider compromising empirically supported practice in the face of substantial need.
This debate might best be understood as a choice between two highly meaningful professional values that are in conflict. On the one hand, there are pragmatic issues (too few providers, limitations of practice due to medications). On the other hand, there are more idealistic principles of fidelity to science. The reader will ultimately decide how to cast his or her lot in our profession's continuing struggle with science and practice. Heiby and DeLeon both articulate cogent and thoughtful positions. These comments are designed not as a separate argument, or to take sides, but only as a means of providing an additional perspective on the debaters' already fine arguments. The arguments deserve careful consideration. Both debaters are likely to agree even more on one final point: The future of the profession is likely to be shaped more by the outcome of this choice than by any other contemporary issue.
